Abstract Persistent racial and ethnic health disparities exist in the USA, despite decades of research and public health initiatives. Several factors contribute to health disparities, including (but not limited to) implicit provider bias, access to health care, social determinants, and biological factors. Disparities in health by race/ethnicity are unacceptable and correctable. The Patient Protection and Affordable Care Act is a comprehensive legislation that is focused on improving health care access, quality, and cost control. This health care reform includes specific provisions which focus on preventive care, the standardized collection of data on race, ethnicity, primary language and disability status, and health information technology. Although some provisions of the Patient Protection and Affordable Care Act have not been implemented, such as funding for the U.S. Public Health Sciences track, which would have addressed the shortage of medical professionals in the USA who are trained to use patient-centered, interdisciplinary, and care coordination approaches, this legislation is still poised to make great strides toward eliminating health disparities. The purpose of this manuscript is to highlight the unprecedented opportunities that exist for the Patient Protection and Affordable Care Act to reduce racial and ethnic disparities in health in the USA.
Introduction
Despite decades of effort, health disparities in the USA have been particularly resistant to intervention. Many groups of people, particularly under-represented minority populations, are disproportionately burdened by chronic diseases, shortened life expectancy, infant mortality, and other negative health indicators. These populations typically also lack or have insufficient medical insurance coverage [1] . The Patient Protection and Affordable Care Act (ACA) has specific provisions that are aimed at eliminating disparities by improving health care access and quality and by more accurately tracking health disparities [2] . By standardizing the collection of race, ethnicity, language, disability, and geographic data, more meaningful data will be available to perform targeted, culturally competent interventions to improve quality and reduce costs, thereby decreasing racial/ethnic and other health disparities [3] . In this manuscript, we define health disparities, provide background information on the ACA, and describe how it is poised to decrease racial and ethnic health disparities in the USA.
Definition and Early History
The term Bhealth disparities^has been defined in various ways. The U.S. Department of Health and Human Services assembled the BSecretary's Advisory Committee on National Health Promotion and Disease Prevention,^which developed objectives for the year 2020 and defined health disparities as Bspecific types of health differences that are closely linked with social, economic and/or environmental disadvantage [ 4] . Efforts to tackle health disparities in the USA, particularly among African Americans, have roots that extend beyond the previous century, with health care professionals, clubwomen, social researchers, and educationalists recognizing differences in well-being and disease outcomes in their communities [5] . In the mid-1980s, the Secretary of the U.S. Department of Health and Human Services reported on the overall health of minority populations, in what has been called the BHeckler Report^ [6] . Stark disparities were identified for several minority populations, compared to Whites [6] . In fact, it was reported that 60,000 excess deaths per year among minorities could have been avoided had they been white [6] .
Healthy People, a wide-ranging agenda for improving the health of the citizens of the USA, began in 1979, and has been updated every decade [7] . In 2010, Healthy People had two predominant goals: (1) improve the length and quality of life and (2) eliminate health disparities [8] .
Nominal progress has been made in meeting these goals, with the goal of eliminating health disparities proving to be particularly elusive [9] .
Factors that Contribute to Health Disparities
Several factors contribute to health disparities, including (but not limited to) implicit provider bias, access to health care, social determinants, and biological factors. Historically, health care practitioners attributed the poor health outcomes of racial/ ethnic minorities to factors outside of physicians' control. However, the Institute of Medicine report, BUnequal Treatment,^provided substantial evidence that racial disparities in health are attributed, in part, to physician bias [10] . In regard to access, greater than 50 % of the uninsured population of the USA is comprised of racial/ethnic minority groups [11, 12] . The Institute of Medicine reported that 18,000 lives are prematurely lost each year, due to lack of medical insurance [10] .
Having access to health care, however, does not guarantee high-quality care. Minority patients often receive inferior care from under-resourced facilities and over-stretched providers [13, 14] . It has been shown that race and ethnicity are major determining factors for receipt of high-quality health care, while socioeconomic status, insurance, or disease severity play a lesser role [10] . Over the past decade, increasing attention has been placed on social determinants of health as major contributors of health disparities. Where people live, work, and play determines the Blived experience^of population groups and influences both the biology of disease and health outcomes [7] .
The Patient Protection and Affordable Care Act
The ACA is a comprehensive law, which is focused on health care access, quality, and cost control [15] . This legislation seeks to strengthen the public health infrastructure by shifting the U.S. financing system from fee-for-service compensation, which incentivizes medical providers to increase volume, to a payment model that rewards providers for increasing quality, efficiency, and health outcomes of patients [16] . The health care reform also motivated the Department of Health and Human Services to unveil an Action Plan to Reduce Health Disparities, with a vision to attain Ba nation free of disparities in health and healthcare^ [2] .
Health Care Access
Under-represented minorities will encompass 48 % of the 32 million newly insured individuals as a result of the ACA [17] . Individuals living at or below 138 % of the poverty level will be eligible for Medicaid, a federal insurance which was designed to reduce the high uninsured rates of adults. The law will prohibit insurance companies from denying coverage to individuals with pre-existing conditions, a designation that overwhelmingly applies to under-represented minorities [18] (Section 2704). Further, higher premiums can no longer be given to individuals based on gender or race/ethnicity [18] (Section 2701).
The ACA also provides individuals with improved access to clinical preventive services with reduced cost sharing by the beneficiary (i.e., individuals will be provided with a waiver for all or part of the costs for deductibles, copayments, coinsurance, or similar charges for qualified medical expenses) [18] (Section 1402). This health care reform will create a marketplace for health insurance, such that consumers who are ineligible for Medicaid or employer sponsored health insurance are allowed to choose their health coverage. To ensure affordability of coverage, assistance with monthly health insurance premiums will also be available for individuals with income up to 400 % of the federal poverty level [18] (Section 2701).
Unfortunately, because individual states have the authority to opt-out of implementation, the expansion of Medicaid is not consistent across the USA. Currently, 27 states, as well as the District of Columbia, have expanded their Medicaid program, while 23 states have not. If the Medicaid expansion was implemented in all 50 states, it would extend health insurance coverage to approximately 14 million additional people. The expansion was designed to eliminate categorical eligibility for Medicaid thereby decreasing the number of uninsured men and adults without dependent children. In states that do not expand Medicaid, many low-income adults will fall into the Bcoverage gap,^meaning those individuals with incomes above the Medicaid eligibility boundaries but below the lower limit to receive tax credits for marketplace insurance premiums would remain uninsured [19] .
Focus on Preventive Care
The ACA also has provisions for a national coordinated prevention strategy to emphasize health promotion and disease prevention [16] . The ACA promotes access to a standard source of adequate and suitable health care [18] (-Section 3502). Specifically, it provides increased funding for community health centers which provide comprehensive services at one location, also known as a Bpatient-centered medical home,^for Medicaid recipients with chronic conditions [15] .
Another provision of the ACA includes expanded access to clinical preventive benefits for medically underserved children and adolescents by establishing school-based health centers (Section 4101) [18, 20] . Americans only utilize about half of the recommended preventive services, which emphasizes the need for expanded health promotion efforts [21] . These provisions strengthen the fundamental role of communities in health promotion and prevention, especially among minority populations.
The establishment of accountable care organizations is a component of the ACA that could greatly reduce health disparities [18] (Section 3022) [3] . Here, groups of doctors, hospitals, and other health practitioners willingly come together to deliver coordinated care to patients [22] . Under health care reform, incentives are available for organizations to provide cost-effective organized care to patients, which would reduce duplication and disintegration of services [3] . Health care providers are jointly accountable for reaching goals regarding quality improvements and cost containment [3] .
Data to Monitor Disparities
In the USA, a lack of valid and reliable standards for the collection of data to categorize racial/ethnic minority groups has hindered uniform reporting and tracking of health disparities [23] . The ACA requires all federally funded health programs to collect data on race, ethnicity, primary language, and disability status [18] (Section 3101). To ensure the success of integrating quality improvement and disparity elimination efforts, such as targeting interventions and monitoring long-term progress, meaningful performance measures must be stratified by race and ethnicity, language, and disability [24, 25] .
Health Care Quality
Evidence suggests that quality improvements will help to reduce disparities [26] [27] [28] . The ACA established a national strategy and priorities to improve health care quality, which includes prioritization of the development of quality measures [18] (Section 3101). Health care providers must report quality measures or face financial penalties. However, these provisions are not without potential problems. For instance, it is possible for some performance measurement incentive programs to create burdens for practitioners who care for highrisk patients. Incentives for reporting data on quality to the public could motivate providers to select patients with more favorable characteristics [29] . They could also unintentionally penalize physicians with considerable minority patient populations, who would likely have poor health outcomes [25, [30] [31] [32] [33] . Given that racial and ethnic minorities are often served by urban safety-net hospitals and other providers with insufficient resources [13, 14] , they may not reap the expected benefits from such quality improvement efforts. Because of the complex needs of their patient populations, the degree to which some providers need more resources, including consideration of case-mix-adjusted payments or those adjusted by patient socioeconomic characteristics, needs to be explored [31] .
Health Information Technology
BHealth information technology^refers to a collection of technologies such as electronic health records, electronic clinical decision support tools and clinical documentation, personal health records, technology chronic disease management, and population health and data warehouse tools [34] . Health information technology (HIT) has recently been lauded as a means to improve health care quality and delivery and may be important in addressing health disparities [35, 36] . However, few studies have investigated HIT interventions on health care equity [37] .
Health disparities may be impacted by HIT through any of the following mechanisms: (1) patient experiences, (2) execution of microsystems of care (including specific health care providers and care teams), (3) the operation of health care organizations, and/or (4) procedures of the health care environment (including payment and regulation) [38, 39] . Provider-directed HIT-supported quality improvement efforts, such as clinical decision assistance and provider feedback, have been linked with improvements in quality in terms of adherence to guidelines [40, 41] . Such a finding suggests that HIT can have positive impacts on health care disparities by facilitating change at the microsystems level. However, in order to achieve significant improvements in health care equity, especially with respect to important measures of disease control, strategies such as improving patient engagement [42, 43] , patient-physician communication [44, 45] , access to care [36, 46] , and system-oriented strategies to improve health care delivery are required. Since implicit bias and other institutional barriers to quality care for minority patients may not be apparent to providers [47] , HIT may be a promising way to minimize the influence of such non-clinical factors that contribute to sub-optimal clinical decision making, and the ACA provides standards and protocols for collecting such data [18] (Section 1561).
ACA Implementation and Progress to Date
The ACA has both discretionary and mandatory federal spending features. For the former, during the annual budget process, Congress may or may not appropriate the full amount authorized for any given program. As a result, some programs may receive less funding than was initially approved in the legislation [48] . On the other hand, many of the programs in the ACA legislation are funded through mandatory spending and are not subject to Congressional sanctions.
The ACA has received increased funding every fiscal year since the legislation was implemented in 2010, with an overall total budget of roughly $15 billion [48] . The funding priorities have also changed over time, with the majority of spending in 2010 going to programs to improve the health care workforce, whereas nearly 60 % of the total budget in 2013 funded programs aimed at market reform and health centers [48] . Since the ACA was signed into law, the amount of funding received by state agencies has increased annually. These types of organizations have received nearly 50 % of the total ACA funding, of which nearly 40 % has been used for health and communitybased organizations in support of expanding services and facility improvements [48] . Also noteworthy is the elevation of the National Center on Minority Health and Health Disparities at the National Institutes of Health from a Center to a full Institute, which gives it greater authority to design, manage, and assess health disparities research.
ACA Provisions not yet Funded/Otherwise not Implemented
Several modifications to the spending provisions have occurred since the ACA became law. The changes that had the largest impact were caused by the Budget Control Act of 2011 and the resulting confiscation of budgetary resources in an effort to reduce the deficit over the next 10 years [48] . The sequester decreased federal spending by over $1 trillion, but did not affect the following: Medicaid expansion, Children's Health Insurance Program, premium tax credits, or mandatory spending for programs financed with multi-year appropriations. Also, community health centers can only be sequestered at 2 % [48] .
On the other hand, all discretionary spending and costsharing reduction grants are subject to the complete sequestration [48] . Specifically, the Middle Class Tax Relief and Job Creation Act of 2012 resulted in a nearly $6.3 billion decrease in financial support for the Prevention and Public Health Fund from 2013 to 2021 [48] . Further, the American Taxpayer Relief Act of 2012 caused the withdrawal of 90 % of the discretionary funds for the Consumer Operated and Oriented Plan insurance program. This program was to support the creation of qualified non-profit health coverage issuers for individuals and small businesses [18, 49] . Funds for the U.S. Public Health Sciences track were also rescinded. This program would have addressed the shortage of medical, dental, physician assistant, pharmacy, behavioral and mental health, public health, and nursing graduates in the USA who are trained to use patient-centered, interdisciplinary, and care coordination approaches during their clinical practice.
Summary Remarks
Few would disagree with having a society where all persons have an opportunity to enjoy an equally healthy and equally long life. The moral imperative is compelling, but it is not the only reason to eliminate health disparities. Annually, it is estimated that health disparities cost the U.S. economy $390 billion [50] . Despite a growing consensus on the importance of eliminating health disparities, how to do so is not as clearcut.
The full implementation of the Affordable Care Act has been thwarted which will undoubtedly slow the progress toward achieving the goal of eliminating health disparities. As of the date of submission of this manuscript (9 March 2015), the pending ruling by the Supreme Court, in the case of King v Burwell, will either advance the goals of eliminating health disparities in our country or make achieving them virtually impossible. The case revolves around the legality of the tax credits given to individuals who purchased health insurance through federal marketplaces. These tax credits essentially made comprehensive health care affordable for millions of Americans. If these tax credits are rescinded, the capacity of the health reform to ensure affordable insurance is available to all Americans will be greatly diminished. Yet, there is still cause for optimism in moving forward. We need empirical evidence to support addressing disparities as a way to improve health care quality [51] ; the improved data collection efforts to be implemented by the ACA will support this goal. Several additional provisions of the health reform, including improving access to care, quality improvements, and the focus on preventive care, have the potential to positively impact health disparities. It was recently reported that 100,000 lives are lost each year because of inadequate health care services [52] , and the ACA should make great strides in reducing this number. We now have an unprecedented opportunity to overcome several historical challenges to eliminating racial disparities in health.
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